Unlike the state owned French hospitals that were intended to receive all comers, the British paediatric hospitals were designed to care for the children of the 'deserving' poor. Any family enjoying a high income, or even what were then considered adequate wages, was expected in case of illness to consult a general practitioner rather than to exploit the free services provided by the voluntary hospitals. At the other end of the economic scale, families on relief, who had thus become associated with the Poor Law system, were to be denied attendance at the new paediatric hospitals on the principle that they were already the recipients of public aid. To ensure that only the deserving poor were served, a subscriber's letter of recommendation was usually required before a child could be admitted either as an outpatient or as an inpatient.
expanded, and administration became too complex to be casually dealt with by the governors in their spare time, full time secretaries were appointed and usually paid for their onerous duties. But as the secretaries were lay and usually belonged to 'the governors' own social circle', this move tended to accentuate the separation between the administration and the medical staff.3
In general the paediatric hospitals based their systems of management on the above principles but with some differences corresponding to their small size, special aims and also reflecting their emergence during an era of hospital reform. No less than nine children's hospitals were established in Great Britain during the 1860s, during which decade an apparently increasing incidence of hospital infection had led to the government investigation not only of Poor Law institutions but also of voluntary and endowed 6 Deficiencies were frequently considered as due to lax management, and the multiple inquiries promoted an atmosphere conducive to the trying out of novel methods of administration, the commonest being the appointment of a full time hospital secretary. In spite of their small size, most of the children's hospitals made such an appointment at their inception. As far as the medical staff were concerned, the most important requirement was to gain representation on boards of management and the second half of the nineteenth century witnessed medical efforts to achieve this end.
Since physicians were usually deeply involved in the establishment of paediatric institutions, they were not prepared to be as servile to lay management committees as had been customary in the past when the medical staff had been perceived as employees, albeit unpaid, and not expected to interfere with hospital organization. In the middle of the nineteenth century medical officers were still excluded from the management committees of the London teaching hospitals, although they could become governors at University College, the Westminster, St. George's and St. Mary's.7 Governors, however, were mere figureheads, with the important exception of those elected to form the. board of management. Great Ormond Street began with the usual arrangements but, by 1855, the two senior hospital physicians, William Jenner and Charles West, and the surgeon, Athol Johnson, had all been admitted to the committee of management. In addition, the attending hospital physicians and surgeons were members of a medical committee that met every two weeks to prepare a report for the committee of management. Thus the medical staff negotiated as an organized group with the management committee, whereas in older institutions this committee had usually heeded only distinguished individual physicians with special claim to attention.
Yet Great Ormond Street proved to be somewhat exceptional for most other paediatric hospitals began more traditionally with no medical representation, or only the founding physician on the board of management. The latter often wielded great influence, as in the case of Dr group and with no certainty that anyone would be elected a director, let alone a member of the committee of management, the hospital physicians were reduced to venting their opinions and feelings via personal communications with the senior hospital secretary, John Henry. This state of affairs seems to have persisted until 1890 when one of the ordinary physicians, Dr. James Carmichael, wrote to the hospital secretary in protest. As he explained at a special meeting of the directors convened to appease the medical staff: 'the physicians considered there was a want of touch between the Medical Staff and the Directorate arising from the fact that the Staff had no voice even in regard to matters directly connected with the Medical and Surgical affairs of the Hospital'. Carmichael illustrated this point by stating 'that the Staff had various suggestions to make as to the Pathological department which they should have wished to bring forward before the last election of a Pathologist took place'. They had no opportunity to do so and, as he pointed out, 'in other like institutions the Staff were represented either in the Governing Body or the only concession finally received was that the medical staff could send a representative to a special meeting of the committee of management convened every two months. '3 Lack of effective medical representation at the managerial level accounted for the fact that from 1880 until 1897 only very sketchy medical statistics were published in the annual reports of the Edinburgh children's hospital. The At Manchester also the senior hospital physicians had trouble with representation for decades, and a couple of well publicized 'scandals' were required to settle matters in the 1880s. According to the 1856 rules the medical officers of General Hospital and Dispensary for Children were members of the Board of Governors ex-officio. Futhermore they were expected to meet at least once a month to draw up a medical report to be presented at the next meeting of the board of governors. A more complete survey was required for the annual general meeting and was incorporated in the annual report. This would seem a most progressive arrangement except that in the early years only Louis Borchardt, one of the founders of the hospital, qualified for representation on the executive committee and was thus the only physician with a voice in management. However, as the hospital expanded so did the honorary medical staff and by 1873 three physicians, Dr. Borchardt, Dr. Gwyther, and Dr. W. Barlow, were on the executive committee ex-officio. At this point, however, the move was made from Bridge Street to the new hospital at Pendlebury some miles from the centre of town. Because voluntary medical officers could hardly be expected to spend their time and money travelling backwards and forwards between the outpatient department at Gartside Street in Manchester and the main hospital in Pendlebury, it was then decided that new appointees should be salaried, full time employees. As such they lost the privilege of being members of the board of management, which left only Borchardt and the honorary physician to the dispensary (which remained in Manchester) to act as medical advisors to the directors.
For the next few years confusion reigned especially after the resignation of Borchardt in April 1876, as honorary physician and hospital director, although he retained his seat on the board of governors. In October 1876, this board asked for Borchardt's advice as to whether Dr. Charles Rayne, an assistant physician at the then respectable salary of £300, should be retained for another year. 'Dr. Borchardt's opinion being not altogether satisfactory to the Board', according to the minutes, 'the chairman was requested to see this point that following the unwelcome publicity in medical journals and in the Manchester Guardian given to the 'Humphreys affair', Pendlebury Hospital returned to the original policy of including medical officers on the executive committee of governors. Now, in 1880, the influence of Borchardt, who had returned as consulting physician, was diluted by that of three other physicians and at least two surgeons, if these were prepared to attend committee meetings. Finally, and at the expense of the two individuals who had been obliged to resign, the medical officers obtained the basis for influencing, or at least being knowledgeable about, managerial decisions.
The power to make important decisions resided with the committee of management, any medical committee being merely advisory. One of the latter's functions was to interview medical candidates for staff appointments then make a recommendation to the committee of management. At Great Ormond Street both groups were usually in agreement and confirmation thus speedily obtained. In June 1868, however, the committee of management at Great Ormond Street passed over the candidate for assistant surgeon proposed by the medical committee and appointed Howard Marsh instead. The medical committee was outraged at being given no explanation for the change and also because one of its members, Charles West, had encouraged Marsh to persist with his application by directly canvassing the members of the management committee. The medical committee report of 10 July 1868, stated 'that this Committee regard as a grave impropriety the course which Mr. Marsh has taken in privately soliciting members of the Managing Committee with the object of setting aside the nomination of this Committee'. l8 West In effect, however, the medical committee was completely outmanoeuvred for Marsh retained his appointment and the committee was prevailed upon to delete from the record its protests against West and Marsh. This was duly done on 22 July 1868. It should be added that such confrontations seem to have been extremely rare at Great Ormond Street since, as will be seen, the medical committee usually knew how to get its way without antagonizing the board of management. Appointing the senior hospital physicians as members of the management committee undoubtedly helped to facilitate intercourse, except in the above instance when the medical staff was disunited.
Since they were charity hospitals dependent on the goodwill of subscribers, most of the paediatric institutions began with a policy of admission through governors' letters of recommendation. A notable exception to this rule was the Birmingham and Midland Free Hospital for Sick Children founded in 1862. But, as indicated by Rachel Waterhouse in her history of the hospital, finding a more equitable method of selecting admissions proved difficult. As in other voluntary hospitals, the aim was to serve the deserving poor, defined as 'that class of sick persons, suffering from whatever serious ailment, who are above pauperism, and yet below the capacity of paying for a medical man'. 20 Originally the subscriber's ticket of recommendation was replaced by one signed by two 'respectable' householders, but this system rapidly proved unworkable since the people living close to the hospital were only too willing to provide a signature. Then the management committee decided to limit the issue of tickets to thirty a day, on a first come first served basis. This arrangement proved manifestly unfair since, as explained by Waterhouse, 'the roughest, rudest, and often the least deserving' were usually at the front of the queue.21 By November 1863, a new system had been introduced which proved so effective that it was retained for the rest of the century. The-house surgeon or the dispenser became responsible for giving out tickets after checking on family finances, the type of illness involved, and whether the applicant was on relief. As may be imagined, all such investigations took time, and by 1864 the task of inquiring into family means had devolved to a newly appointed full time secretary. The smaller children's hospitals at Nottingham, founded in 1869, and at Bradford, founded in 1883, also instituted free terms of admission.
The more usual method of selection via a governor's letter proved unsatisfactory in that admission depended on knowing the right person rather than being critically ill, but most management committees did not attempt reform for fear of antagonizing their patrons. Very soon, however, it became obvious that there would be no shortage of patients and the management committee tried to restore priority at least for patients equipped with letters of introduction. Its members protested that the outpatient department was persistently overcrowded and even included persons who could apparently afford private medical care, that children under the age of two years were being admitted contrary to hospital regulations, and that fever cases were to be found on the general wards, while bearers of subscribers' letters were being refused admission and sometimes treated most unceremoniously. In 1854 the management committee suggested that cases of measles and whooping cough should be excluded from the wards, and that patients with governors' letters, 'when their cases are in conformity with the objects of this institution, should have the preference in admission before all others, unless a case of extreme urgency should present itself'.23 The hospital physicians promised to restrict the number of fever cases but avoided the imposition of an absolute interdiction on admission of children with measles or whooping cough on the principle that complicated cases required hospital care. They 'perfectly concurred in the importance of giving patients sent by governors a priority of admission whenever there is the least approach to a parity between their cases, and those of other patients', but then began to look for means of ensuring that only medically challenging cases would be in conformity with the objects of the institution. Wishing to exclude chronically ill children, in 1857 the medical committee suggested that the printed circular, used to justify the non-reception of patients carrying governors' letters, should include a clause explaining that:
Many cases of rickets, of hip-joint disease or of scrofulous disease of the spine, are of necessity refused: either because they are quite incurable, or because they require nothing but rest for many months, or because good diet and fresh air for months or years are essential to improvement, and the reception of such cases would convert the hospital into an asylum for sickly children, instead Another source of tension between the administration and the medical officers was the admission of babies to the hospital. At Great Ormond Street inpatients were supposed to be over two years of age but from the very beginning this regulation was not taken too literally. In December 1852, Charles West was explaining to the hospital secretary that there were indeed two babies in the hospital at the time but that one would have died if not admitted, whereas the other, although less critically ill, could not be nursed adequately at home for lack of space.27 As the years wore on the number of infants admitted tended to rise; 32 children under the age of two were admitted in 1862, only 26 in 1866, but 54 in 1876, and as many as 80 in 1881. Periodically, the board of management issued rebukes, making the moral point that babies should not be separated from their mothers and the more practical one that they absorbed a larger share of scant hospital revenues than older children since they required more individual nursing when sick, and even when recovering, because they could not feed nor entertain themselves, quite often cried all night unless carried around by a nurse and were generally disruptive. However, no active steps were taken to restrict the admission of infants, the board of management apparently remaining content for the rest of the century merely to grumble and to retain the official prohibition in the books in spite of its continued flouting.
Other management committees struggled equally inadequately to restrict the number of babies on their hospital wards. In 1881, the committee of management at the Evelina gave the medical officers ' who, although by then retired and powerless, wrote in protest to Lord Aberdare, chairman of the managing committee. True to his old form, West produced statistics from continental hospitals demonstrating the high mortality of babies in such institutions. Twenty-six hospitals for acutely ill children (as opposed to foundling hospitals) returned an average mortality of 41.5 per cent for children under the age of two years, whereas for older children the mortality was 13 per cent. Even at the St. Elizabeth, St. Petersburg, and the Leopoldstadt, Vienna, where infants were admitted with their mothers, or had wet nurses, the mortality was 40.3 per cent and 47 per cent respectively. As West indicated, 'the mere collection of a number of infants within the walls of an institution is in itself a source of danger'.33 He was willing to accept that babies failed to thrive for no obvious reason when confined to institutions, whereas most of his medical contemporaries believed that modern methods, in the form of expert care and good food and hygiene, could perform wonders so long as the infants were not moribund on admission. Management committees, however, remained unenthusiastic about admitting babies except at the East London, which was the only British paediatric hospital to open a ward exclusively for infants during the nineteenth century. Of 1,533 patients admitted to the East London during 1893, 498 were under the age of two and no less than 221 of these infants died mainly due to Under the existing system, or rather lack of system, voluntary hospitals were launched piecemeal as acts of faith that the communities they served would support them. Since the paediatric hospitals were designed to care for poor children they could not expect funding from their patients' families but turned instead to the local gentry and tradespeople. Continuous exhortation seems to have been necessary to maintain a flow of funds, and management committees frequently understated their assets in annual reports so that their pleas for financial assistance would not appear unjustified. Income usually exceeded expenditure and the surplus was invested to form a reserve fund which was frequently glossed over, or even unmentioned, in the annual report. Managers were probably wise in using this subterfuge since the reserve fund was the only immediate source of cash in an emergency and also served as a reservoir to be tapped when expansion was contemplated. In 1872 Great Ormond Street seemed well off with an income from subscriptions and donations of £12,590, plus £19,000 in invested funds, and a running expenditure of only £7,715. However, a new hospital was then under construction which, according to the management committee, required the expenditure of about £1,000 per month from invested capital in addition to slightly over £3,000 donated in 1872 to the special 'building fund'.37
As anticipated by the hospital managers, the public contributed generously to this special fund without which the total cost of the new hospital, £31,611, could not have been met. 35 Manchester Guardian (1864), 6 January, p. 4. 36 Seventh Annual Report of the East London Hospitalfor Children (London, 1874), p. 22; the quotation was from an article extracted from the Pall Mall Gazette (1870), 7 April, where it was pointed out that people in the neighbourhood of the financially ailing East London might not think it 'much better' to give the money to Great Ormond Street. 37 accepted children of all religious denominations and had one ward set aside for Jewish patients, the lack of generous donations, particularly on the part of the local Jewish community, may seem surprising. In part, however, parsimony was due to the Evelina being perceived not as a public charity but as the private preserve of the Rothchilds, with the baron as permanent president of the hospital and his friends in control of the management committee. By 1892, during which year stock amounting to £1,500 had to be sold to cover expenditure, the baron decided 'to withdraw those restrictions which hitherto existed owing to its private character, and to give the public the control in its management'.39 Meaning that henceforth his wishes would be replaced by a constitution and that ordinary subscribers would no longer be passive donors but would elect, from their own group, members to a now enlarged management committee, as was the norm elsewhere. Now the Evelina would have the best of both worlds for, in spite of relinquishing much authority, the baron continued his support of the institution and left it well endowed, with a bequest of £100,000, at his death in 1898.40 At the turn of the century the Evelina was declaring a slight excess of ordinary income, £6,150, over an expenditure of £6,003, while the other London paediatric hospitals, including the Hospital for Sick Children, were then apparently operating in the red or close to it.41
As we have seen, the plea of financial stress was used by management committees as a means of attracting further subscriptions and donations. But the technique could also have unwanted repercussions, in that the concerned and contributing public began to want to know how the money was being spent, whether wisely or wastefully. Considerable sums were involved (see Table 2 ). According to an article in the Westminster Review, the income for 1872 of the seventy-eight voluntary hospitals and thirty-six charitable dispensaries then extant in London was about £600,000. If income was assumed to equal expenditure, then 'an amount equal to three shillings per head of the whole population [of London, then just under four million] is spent annually in the voluntary gratuitous medical relief of patients not afflicted with mental disease'.42 However, since over 58,382 inpatients, 830,000 hospital outpatients, and 253,665 dispensary patients had benefited, presumably, from this largesse, the modern reader is left wondering how so much could be accomplished for so little. But to the 1874 reviewer the sum seemed enormous particularly since 'in Manchester, where wealth abounds in a maximum degree, the cost of voluntary 38 Financing the voluntary hospitals continued to be a growing source of contention. During the late 1860s, the concept of hospitals being used, or rather 'abused', by patients able to pay for health care came to the forefront. To a large extent the discussion was onesided in that nearly all the commentators took for granted the reality of extensive 'hospital abuse' and assumed that, if opportunistic patients could be excluded from the voluntary hospital system, all would be well. Many critics condemned the specialized hospitals as being particularly wasteful of funds because they duplicated services that could be provided by the larger, and therefore presumably more cost effective, general hospitals. Struggling medical practitioners also resented the special hospitals for providing free care at their expense. One wrote to the Lancet in 1869 to complain that since the establishment of Great Ormond Street, 'my practice of giving advice in my surgery for Is. or Is. 6d. a time, has fallen off to the extent of 30s. per week, a sum which I can ill afford to lose'. 48 Apparently reasonably prosperous people, who would not think of going to a general hospital, did not hesitate to apply to a special one in the belief that there they would receive the best possible advice.49 Such a reputation was exactly what was desired by West and others for the paediatric hospitals, but without the accompanying censure from people critical of the multiplicity of hospitals in the London region.
One such adversary contributed a lengthy article on London hospitals and dispensaries which was published in The Times early in 1869.50 The author, a physician judging from the style and content of the essay, considered the whole system inefficient, wasteful, and unfair to all parties involved, that is to patients, subscribers, physicians and medical students. Because the large general hospitals had failed to establish special departments and retained only a small and exclusive medical staff, frustrated and ambitious physicians had looked elsewhere to establish fields of practice. The consequence was a plethora of small specialized institutions, far more expensive to run, and contributing little, if anything, to medical education, since 'the majority of men being educated for the Medical Profession cannot or will not attend'. Incidentally, this criticism was applicable to Great Ormond Street, which had instituted lecture courses in 1859 but had great difficulty in attracting a reasonably sized audience.5' As far as the writer in The limes was concerned, the children's hospitals achieved nothing that could not be done as well, or better, in the wards of the established general hospitals. 46 Ibid. 47 Seventeenth Annual Report of the Hospitalfor Sick Children (London, 1869), p. 9. The committee considered the question of continuing the lectures:-Mr. Holmes reported the small attendance this day and it was determined that if the attendance on the next occasion should be less than six no further advertisments should be inserted'. Clinical lecture courses were continued because of the importance of teaching for the reputation of the hospital.
Four hospitals for children, one hospital for women, and two for women and children, make up a total of 285 beds between them, and thus seven buildings, seven committees, seven sets of paid house-surgeons, secretaries, clerks, collectors, matrons, and other officials, seven sets of advertisements, seven repetitions of expenses for printing, stationery, and postage, are caused by institutions that, if all put together, would still form an aggregate far smaller than many of the great London hospitals. The reason why seven have been founded is probably that there were seven medical men who wished to gain experience in the treatment of such patients; while the regulations of previously existing hospitals, whether general or special, afforded no room for the gratification of their laudable ambition.
One can conclude that the writer preferred the Parisian hospital system, with three children's hospitals of over 500 beds each then extant, although he might have balked at the revolution which had enabled the French completely to revise their system of health care. In England, in contrast, change occurred only piecemeal as dictated by individual need and enterprise. As pointed out by numerous critics, the consequence for London was a veritable hodgepodge of small, medium and large institutions mainly concentrated in the more affluent northern and western city districts. Thus an unwieldy, disorganized and expensive system had emerged which did little to supply the health requirements of the more needy centres of population in east and south London.
On balance the children's hospitals provoked less discontent than did those specialized in dealing with specific disease categories. The former could be considered as general hospitals for a specific age group, receiving acutely ill children who could not usually be nursed at home, whereas eye, skin and orthopaedic hospitals were attracting mainly chronically sick patients who formed the pecuniary mainstay of general practice. The Lancet and the British Medical Journal seem to have been favourably disposed to the paediatric hospitals even though both journals took pride in representing the interests of ordinary doctors so bitterly opposed to the growing number of special institutions. In 1869, when the Lancet investigated the administration of outpatient departments of London hospitals, Great Ormond Street's peculiar problems received thoughtful consideration. To quote from the Lancet report:
With respect to the social standing of the patients, the physicians remark that occasionally ladies present themselves who are elegantly dressed, but that by far the majority belong to a lower class. We saw none of the former [during one week, with 1510 patients attending], and believe that it would be impossible to commit the power of refusal to any officer.
Complaints are indeed made by the local practitioners of the injury inflicted on them by this facility in obtaining gratuitous advice and help; but it is right to state that the [management] Committee are evidently alive to the difficulty of discrimination. With every desire to extend over as wide an area as possible the benefits of the hospital, they cannot and do not shut their eyes to the fact that great vigilance is required to prevent the benefits of an institution intended for the relief of the really poor from being diverted to a class in very far better circumstances.52
In 1869 over 15,000 new patients were brought to the outpatient department at Great Ormond Street where the facilities were described by the Lancet investigators as 'totally insufficient' for carrying out the work. The same year the management committee attempted to restrain the flow by ruling that no patient would be prescribed to for a second time except on the production of a letter signed by a subscriber, minister of religion, or a doctor. The Cross managed to placate the committee with a second letter complying with the requirements, but the ward sister's forced resignation was accepted even though she had worked at the hospital for four years.65 Undoubtedly, the committee were reluctant to lose the services of an efficient lady superintendent, who would remain at her post until 1903, and instead vented their displeasure on an underling.
At the Hospital for Sick Children, Nottingham (opened in 1869) the management committee was initially quite determined to entrust nursing, housekeeping and dispensing to members of a religious sisterhood. (The emergence of religious nursing sisterhoods and some of their contributions to nursing reform will be discussed in -a later chapter). Originally these responsibilities were undertaken by the sisters of St. Lucy's Home and Charity at Gloucester but this arrangement did not last for long. In the summer of 1870 the Sister Superior replaced Sister Millicent, who had charge of the hospital, with a Sister Edith without informing the committee of management which was understandably disturbed particularly since the latter began her term of service by absenting herself from the hospital for four days without notice to the committee.66 At a meeting where the Sister Superior and Sister Millicent were both present, the hospital secretary demanded to know whether 'the Sisterhood was to be the subordinate to the Committee, or the Committee simply nonentities in the Hospital'.67 He also made the contentious suggestion that the unsatisfactory level of public financial support for the institution might be due to nursing being in the hands of the sisterhood. Matters went from bad to worse and, two months later, the sisters simply walked out of the hospital leaving it without any kind of superintendence at all.68 In spite of this experience enough committee members remained in favour of nursing by a sisterhood for the Sisters of St. John's House, London, to be requested to take over at this point. This arrangement lasted for about two and a half years and seems to have been reasonably satisfactory for the annual report for 1872 stated that it was 'impossible to speak in sufficiently high terms of the admirable care and conscientiousness with which the Sister and Nurses have conducted the maintenance, the nursing, and dispensing which have been committed to them'. However, St. Lucy. If closure of the chapel allayed fears that patients were being forcibly exposed to high church ritualism, it also became an impediment when the management committee sought to find another sisterhood to nurse the children, since most orders expected their members to attend religious services daily. As early as 1870, the hospital secretary had hinted that lack of contributions to hospital funds might be due to the nursing being in the hands of a sisterhood but, at the time, his interpretation was not the general one.70 Certainly, however, religious nursing orders expected to regulate the behaviour of their members with a minimum of interference from management committees, an attitude which was bound to cause friction sooner or later.
On the whole, the management committees of paediatric hospitals could.be more flexible and experimental than those of other larger hospitals working under the weight of longer tradition and more rigidly formalized regulations. Also contributing to a more relaxed atmosphere was the greater ease in collecting funds for, although the management committees of children's hospitals were for ever pleading poverty, it was easier to get material aid for sick children than for adults. At best the paediatric hospitals seem to have been run with compassion and generosity not only for patients but also for members of the staff. This was not always so; the institutions at both Manchester and Liverpool suffered from unpleasant relations between staff and management during the early years. But, in general, management committees seem to have been open to the relaxation of regulations, or to the bending of rules, when circumstances so required. Thus, the Evelina Hospital retained the services of Miss Cross, as discussed above, even though the regulations required the resignation of any member of the nursing staff upon change of religious affiliation. Most of the paediatric hospitals paid the minimum of attention to the strictures of the Charity Organization Society, concerning abuses of their outpatient departments.
When, in 1878, the management committee at Birmingham Children's Hospital was advised by the secretary of the newly established Birmingham Provident Dispensary that hospital administration should be reformed to give the provident dispensary a chance to fulfil its purpose, meaning that patients should be more carefully screened for ability to pay, the hospital committee decided that it had no need to consider this question until the 69 Internally some redistribution of power and influence had taken place by the end of the century. By this time, the medical staff had representatives on almost every hospital board of management as well as their own advisory committees and, as will be seen, nursing was also independently represented in the person of a lady superintendent or matron. Growth in size, and increased professionalism among doctors and nurses, induced these changes. Running a children's hospital had become a time consuming affair for, as will be seen, most hospitals now had much enlarged medical and especially surgical departments, new services such as dentistry and radiology, full time pathologists, anaesthesiologists and ophthalmologists, nurses in a ratio of about one to each four inpatients, and their own convalescent homes. To supervise such an enterprise, and obtain the required funds, management had become dependent upon the professional services of at least one fulltime secretary and usually also a treasurer. The mostly benevolent paternalism which had been the hallmark of most original administrations was modified in the direction of greater efficiency and accountability. 
